Background: This study was conducted to test the acceptability and utilization of family planning benefits cards (FPBCs) as incentives to increase family planning uptake among youth living in urban slums in Uganda. Methods: We conducted a one-year pilot study with two sub-studies on acceptability and utilization of FPBCs. The acceptability study utilized a quantitative cross-sectional design and was part of a baseline household survey while the utilization study was a primary analysis of claims and clinic data. We performed descriptive analyses and analyses of the association between different variables using binary logistic regression.
Background
Thirty-five percent of Ugandan women aged 15 to 49 currently use modern contraception and 28% have an unmet need for contraception [1] . The use of modern contraception is higher among the richest quintile of women (49%) and among urban women (41%) compared to the poorest quintile of women (22%) and women living in rural areas (33%) [1] . Uganda has a total fertility rate of 5.4, one of the highest in the world, and 43% of women have unintended pregnancies [1, 2] . Most unintended pregnancies are due to lack of contraceptives (88%) as compared to contraceptive failure (12%) [3] .
The high level of unmet need is accelerated by population growth, shortages in family planning services, inadequate family planning counselling, and lack of youth-friendly family planning services [4] [5] [6] . Despite the high knowledge and awareness of modern contraceptive methods (90%), utilization remains low due to low levels of education, lack of knowledge of the side effects of different contraceptive methods, and prohibitive cultural, social and religious norms [5, 7, 8] .
The Government of Uganda has pledged to increase uptake of modern contraception to 50% and reduce the unmet need to 10% by increasing access to family planning information, targeting youth, and addressing the social and cultural misconceptions about contraception [2] . With support from the World Health Organization (WHO), the government is implementing youth friendly corners-designated spots for youth support-at health facilities to increase uptake of sexual and reproductive health services, including contraception [6] . The early results from this program suggest an increase in the proportion of youth with access to contraception, especially among informal workers such as waitresses and hair dressers [6, 9, 10] .
The use of benefits as a vehicle for healthcare access is not novel. Non-cash strategies such as redeemable vouchers have been found to increase uptake of family planning and maternal health services [11] [12] [13] . Several other social franchising strategies that incentivize the use of contraceptives are fundamental to helping lowand middle-income countries (LMICs) achieve global family planning targets [14] [15] [16] . The objective of this study was to assess the acceptability and utilization of family planning benefits cards as a vehicle for increasing contraceptive coverage in the setting of urban slums in Kampala, Uganda.
Methods

Study setting
The study was conducted in Kifumbira slum in Kampala, Uganda's capital city, from September 08, 2017 to March 07, 2018. We purposively selected Kifumbira slum as the intervention area because most of its residents fall in the lowest wealth quintile and record high levels of unmet need for contraception [17] . A significant proportion of the slum population is unemployed and thus unable to afford primary medical care through out of pocket expenditure [18] .
Intervention description
The study was conducted as part of an impact evaluation of a family planning benefits cards (FPBC) program, a partnership between: (1) GHE Consulting, a research firm; (2) International Medical Link (IML), a health insurance firm; (3) community clinics and pharmacies; and (4) community health workers (CHWs). A description of the FPBC program and an evaluation protocol have been described in detail in a previous publication [19] . GHE Consulting was the project coordinator and the principal for study design, data collection, and data analysis. GHE Consulting engaged with different public and private stakeholders including the Uganda Ministry of Health, district and local officials, corporate firms, and donor agencies.
IML designed and managed the FPBC system and was responsible for conducting quality assurance, establishing partnerships with community health centers and pharmacies, managing and paying claims for program services, and providing data to GHE Consulting. The CHWs were responsible for mobilizing and sensitizing community members about the FPBC program, performing family planning counselling, and emphasizing the importance of using family planning. The CHWs received refresher training on comprehensive family planning services at months one and three of the project.
Through the partnership with IML and the partner clinics and pharmacies, the FPBC program provided family planning services to the youth aged 18 to 30 years. Participants received a FPBC and a list of health facilities and pharmacies where it could be used. The FPBC contained the beneficiary's photograph, names, and a card number. The FPBC granted beneficiaries access to counselling and guidance, non-permanent contraceptive methods, pregnancy testing, and HIV testing and counselling. The FPBC provided the covered services free of charge for a period of six months.
Study design
The study was a one-year pilot with two sub-studies: the acceptability study and the utilization study. The acceptability study utilized a quantitative cross-sectional design and was part of a baseline household survey of contraceptive use among youth in the target areas. Baseline survey participants were assessed for eligibility to participate in the FPBC program. Eligible participants were: 1) aged between 18 to 30 years, 2) non-users of modern contraceptive methods, 3) sexually active and not currently pregnant, and 4) willing to provide informed consent. The utilization study used claims and clinic data obtained from FPBC users.
Sampling and sample size
We used convenience sampling to recruit participants for the household survey with a target of including 200 to 300 individuals as recipients and beneficiaries of the FPBC. This number was based on projections related to the available resources for the project. The sample size for the utilization study was determined by the number of FPBC beneficiaries.
Measurement of study outcomes
Acceptability was measured by estimating the proportion of eligible participants who accepted the FPBC. Individuals that refused the FPBC were probed further to identify the reasons for refusal. Categories of reasons for refusal were created for the analysis.
Utilization of the FPBC was measured by the number of beneficiaries that used the card for at least one of the program services in six months. We reviewed the participant utilization data to assess the proportion of participants that changed contraceptive methods and/or those that discontinued the use of contraceptive methods in the six months period. Participants were asked about the reasons for change or discontinuation of contraceptive methods.
Community health worker recruitment and training
The study recruited and trained ten CHWs on comprehensive family planning services at baseline, with a refresher training at three months, to perform community mobilization and sensitization about family planning and the FPBC program.
Community mobilization and sensitization
CHWs continuously patrolled their assigned zones within the intervention area, conducting door-to-door sensitization about the FPBC program. We also conducted a radio campaign at the start of the program to mobilize the community to participate in the program.
Data collection and survey instruments
Separate instruments were utilized for the acceptability and utilization studies. The acceptability study instrument contained questions on socio-economic and demographic characteristics, willingness to join the FPBC program and reasons for refusal to join the program for those that declined. Data were collected by research assistants who were recruited and trained on the survey tools, family planning, and the ethical conduct of research including human subjects. Data were collected using open data toolkit (ODK) installed on android smart phones.
Utilization data were collected using medical records designed by IML, the insurance provider. The forms collected participant's card numbers, names, purpose of facility visit, family planning method utilized, and other services rendered. Additionally, each participant was followed up by either phone call or in-person visit to verify the data obtained from medical records. During verification calls or visits, reasons for discontinuation, change of family planning method, and non-use of the FPBC were probed.
Data analysis
The analysis was performed using Microsoft Excel and STATA version 13.0 (Stata Corporation, College Station, Texas, USA). We performed descriptive analyses of demographic characteristics using means and proportions. Bivariate analyses using the chi-square test of association were performed to further characterize the study sample by acceptability and utilization of FPBCs.
We assessed the association between different variables and the two outcome variables i.e. acceptability and utilization of the FPBCs using univariate and multivariate logistic regression (outcome variables coded as 0/1). Both adjusted and unadjusted odds ratios are reported with their corresponding p-values and confidence intervals (CI). All the study results were considered statistically significant at the 5% level.
Ethics statement
The study was approved by the Mbarara University of Science and Technology (MUST) ethics review committee and the Uganda National Council of Science and Technology (UNCST). The study also received regulatory clearances from the Uganda Ministry of Health and local authorities. All study participants provided informed consent. All personal identifiers such as names and, photos were stored separately from the survey data and were password protected ( Fig. 1 ). Table 1 shows the demographic characteristics of study participants by acceptance of the FPBC (all participants, participants that accepted the FPBC, and participants that refused the FPBC). Most participants (48%) were aged above 24 years, married (52%), Christian (87%), and had attained a secondary level of education (50%). Participants were predominantly unemployed (44%) or had a professional job (26%). Most participants' partners had attained at least a secondary level of education (76%) and were employed as salesmen or traders (39%). The distribution of parity was para one (28%), para zero (26%) and para two (20%).
Results
Participant characteristics
Acceptability of the FPBC program
Acceptability results are shown in Fig. 2 . A larger proportion (93%) of the women included in the study accepted participation in FPBC program. Table 1 shows the results of the chi-square test of association between acceptability and demographic characteristics. The results shown that acceptability of the FPBC program was higher among married women compared to never married women (54% vs. 32%, P = 0.023). The unemployed were more likely to refuse the FPBC program than professionals were (65% vs. 25%, P = 0.004). Demographic characteristics such as age group, religion, education level, and parity were not significantly associated with acceptability. Figure 3 shows the different reasons for declining participation in the FPBC program. The results show that infrequent sex, (n = 6 (30%)), lack of interest in joining the program, (n = 4 (20%)), desire to get pregnant, (n = 4 (20%)) and fear of side effects of contraceptive use, (n = 4 (20%)) were the reasons for declining to join the FPBC program. Findings from the logistic regression showed that none of the demographic characteristics were significantly associated with acceptability of the FPBC at the univariate level. Table 2 shows the distribution of FPBC use among recipients stratified by gender for the different demographic characteristics. Overall, 72% of females and 50% of males used the card to access at least one service at the partner clinics in the six months program period. Among the females, most of the card users were aged 25 years (47%), married (63%), and had attained a secondary level of education (64%). Among the males, most of the card users were also aged 25 years and above (45%), married (55%), and had attained a secondary level of education (64%). Table 3 presents the reasons for none use of the FPBC in the six months study period for the female participants who were available for interview. Desire to get pregnant (35%) and infrequent sex (25%) were the main reasons for non-use of the FPBC.
Utilization of the FPBC
Association between utilization and demographic characteristics
We fit a binary logistic regression model using card utilization (used = 1 vs. not used = 0) as the outcome variable and demographic characteristics as covariates. The univariate logistic regression results showed that women with secondary education were 5 times more likely to use the FPBC compared to those of no education (OR = 4.65, P = 0.030). The rest of the covariates were not significantly associated with utilization of the FPBCs. None of the demographic characteristics were significantly associated with the card utilization at multivariate regression model. The results of this analysis are presented in Table 4 .
Change and discontinuation of family planning methods Table 5 shows the number of participants that changed family planning method among those who used the FPBC to access family planning services. The results show that 21 (14%) female card users changed to another type of family planning method. Ten (48%) females changed from a short-term to the long-term method and eight (38%) participants changed from one shortterm method to another. Two women (10%) changed from implant to injectables and one woman changed from intrauterine device (IUD) to implant. Table 6 shows the probability of discontinuation of family planning by family planning method. The majority of those that discontinued (93%) discontinued from pills (47.5%), injectables (28%), emergency contraception (10%) and condoms (8%). Only three participants discontinued from a long-term family planning method (implant). Association of discontinuation of family planning use by demographic characteristics and method type
We fit a binary logistic regression model with discontinuation (discontinued = 1 vs. not discontinued = 0) as the outcome variable, and the demographic characteristics plus family planning method as covariates. The types of family planning were classified as long-and short-term methods. The results are presented in Table 7 . Type of family planning method, age group, marital status, education, partner's occupation and parity were significantly associated with Table 3 Reasons for non-use of family planning benefits cards 
family planning discontinuation in univariate analyses. For example, participants above 24 years were 73% less likely to discontinue compared to those who were aged below 20 years (OR = 0.27, P = 0.016) and those who were single were approximately 3 times more likely to discontinue compared to those who were married (OR = 2.906, P = 0.015).
In multivariable analyses, participants who used a short-term method were 11 times more likely to discontinue compared to those who used a long-term method (adjusted OR = 10.89, P = 0.011). Female participants in professional/managerial employment were 30 times more likely to discontinue compared to those who were unemployed (Adjusted OR = 30.31, P = 0.015). Participants of parity equal to two were 89% less likely to discontinue compared to those of parity equal to zero (Adjusted OR = 0.11, P = 0.019) and participants of parity equal to one were also 84% less likely to discontinue compared to those of parity equal to zero (adjusted OR = 0.18, P = 0.031). Participants of parity equal to three were 96% less likely to discontinue compared to those of parity equal to zero (Adjusted OR = 0.04, P = 0.039).
Discussion
Family planning benefits cards were acceptable to the majority of female youth in urban slums in Kampala, Uganda. Women who refused to join the program gave reasons such as infrequent sex, lack of interest, fear of side effects of contraception, and desire to have a child. These have been cited as reasons for discontinuation or never use of contraceptives in Uganda [20] and Ethiopia [21] . Utilization of the family planning benefits cards was high (70%), particularly more so among females (72%) than males (50%). These acceptability and utilization results provide evidence to suggest that FPBCs have the potential to create demand for family planning and other sexual and reproductive health services. This finding is consistent with the results of a prior review that found an incentivesbased voucher program to lead to increased demand for sexual and reproductive health services in Uganda [13] .
Most incentive-based family planning initiatives limit the choices of clients by designing method-specific family planning programs [12] [13] [14] . Our study allowed clients to make their preferred choices amongst the different nonpermanent family planning tools and services available on the Ugandan market. The results suggested preference by women for more short-term methods like injectables and pills to long-term methods like IUDs and implants. This is supported by the predominance of desire to get pregnant among the reasons of non-use (35%) and a relatively young (and therefore more fertile) population in the study, which was by design. The results suggested the FPBC program in its current design was less appealing to males. Future incentives studies might explore alternative models for increasing male participation in the uptake of reproductive health programs including family planning.
The study allowed us to measure the rates of change and discontinuation of family planning methods. Approximately 1 in 10 female users of modern contraception changed methods and approximately 1 in 3 discontinued the use of family planning. Previous studies have also suggested that approximately 1 in 3 women who start a modern contraception change methods with in the first year [22, 23] . Our study results indicate that the main reasons for changing methods included discomfort and side effects while the main reasons for discontinuation included the desire to get pregnant, contraceptive failure, side effects, and infrequent sex/abstinence. Fear of side effects remains a strong barrier to both initiation and adherence to modern family planning methods as highlighted in prior studies [22, 23] .
Our results suggest that the use of short-term methods, lower parity and professional employment were associated with discontinuation of modern family planning. Higher parity, in this case para 1 and 2, may be associated with lower desire to get pregnant and professional women may have felt more empowered to discontinue or change Table 6 Number of participants that discontinued the use of family planning among users of family planning benefits cards family planning, particularly short-term methods that are easier to discontinue. Although the FPBCs covered all services including removal of IUDs and implants, the additional visit to facilities may be a disincentive to discontinue, leading to higher rates of discontinuation for short-term methods. Longer, longitudinal studies are needed to better understand the timing and causes of change and discontinuation of non-permanent modern contraceptives. Such studies will complement the evidence base to inform recommendations to improve the uptake of family planning and minimize discontinuation, consistent with the priorities of the Uganda government.
The study was conducted in the setting of urban slums in Kampala among 18 to 30 year olds. Therefore, the results may not be generalizable to other groups of women or youth in the country. Although we report results on change and discontinuation of family planning methods, these data should be interpreted with caution given the short benefits period of six months. Additionally, while there is evidence of high acceptability and utilization, a cost-effectiveness analysis of the FPBCs, complete with assessment of alternative paths to sustainability of such a program, is needed.
Conclusions
The family planning benefits cards provided to urban youth in Uganda showed high acceptability and utilization. There was evidence that use of short-term contraception methods, professional employment, and lower parity were associated with discontinuation of modern family planning methods after initial enrolment. Longer studies will better characterize the reasons for discontinuation of family planning and the potential for inclusion of a wider range of sexual and reproductive health services to increase the demand for and use of family planning benefits cards. 
